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Effect of the Connecting People Intervention on social capital: a pilot study 
 
 
Abstract 
 
Objective: This pilot study evaluated the effect of the Connecting People Intervention (CPI) 
on access to social capital, social inclusion and mental well-being. 
 
Method: A prospective one group pretest-posttest pre-experimental study of 155 people with 
a mental health problem or a learning disability receiving care and support from health and 
social care practitioners trained in the CPI was used. 
 
Results: Participants exposed to practice with high fidelity to the CPI model had significantly 
higher access to social capital (p=.03, partial η2=.05) and perceived social inclusion (p=.01, 
partial η2=.07), and lower service costs (-£1,331 (95%CI=-£69 to -£2593), posttest than those 
exposed to low fidelity to the model. All participants had significantly higher mental well-
being posttest (p<.001).  
 
Conclusions: These preliminary results suggest that when fully implemented the CPI can 
improve social outcomes for people with a mental health problem or learning disability.  
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Social capital is recognised as important for health and mental well-being (Kawachi, 
Subramanian, & Kim, 2007). Defined by Nan Lin and others as the resources that are 
embedded within social networks (Lin, 2001; Lin & Erickson, 2008), social capital can lead 
to greater occupational prestige, income and political influence when mobilized (Lin, 2001). 
This conception is an extension of social network theory and emphasizes the importance of 
network members’ resources, such as wealth, power and status, to an individual. It differs 
from communitarian notions of social capital (e.g. Putnam, 1993) as its predominant focus is 
on the benefits which accrue to individuals rather than to groups. 
Lin (2001) suggested that individuals can anticipate returns from their investment in 
social relationships through four mechanisms, which may improve their mental health. 
Firstly, the provision of expert information from network members about the most effective 
interventions or health behaviours (Song & Chang, 2012; Zambon et al., 2010) or 
employment opportunities (Flap, 1999), for example, can promote recovery. Secondly, the 
power and authority of network members may exert an influence on exposure and 
vulnerability to health risks which is similar to individually possessed power and social 
ordering (Song, 2015). Thirdly, network members’ resources may act as social credentials 
and could contribute to health and social care (Song, 2011), or could help to alleviate 
deprivation or provide new opportunities (Lin, 2001). Fourthly, network members’ resources 
can reinforce an individual’s identification with a group and help to maintain subjective 
social status (Song, 2015), which can help to promote mental health (Leu et al., 2008).  
Individuals are motivated to protect themselves against possible losses of personal 
resources and they are likely to access network members’ resources in order to help them do 
so (Lin, 2001). However, people experiencing long term mental health problems or short term 
psychological distress have access to less social capital, measured using either the Resource 
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Generator (Webber & Huxley, 2007) or Position Generator (Lin & Dumin, 1986) than the 
general population (Dutt & Webber, 2010; Henderson et al., 2014; Song, 2011; Webber & 
Huxley, 2007; Webber, Huxley, & Harris, 2011). This inequality in access to social resources 
from families, networks and communities for people with mental health problems has been 
observed across the life course from childhood and adolescence (McPherson et al., 2014), 
though adulthood (Almedom & Glandon, 2007) into older age (Sun, Liu, Webber, & Shi, 
2017). Hobfoll’s (1998) conservation of resources theory, which connects the loss of 
resources with increasing levels of stress, provides a plausible mechanism for the correlation 
of low levels of social resources with high prevalence of mental health problems. 
Many people with severe and enduring mental health problems, such as severe 
depression, schizophrenia or bi-polar disorder, who are excluded from opportunities to live, 
work, engage with others and enjoy recreational activities which others take for granted 
(Boardman, 2011; Sayce, 2000), face difficulties in establishing social relationships. People 
with a learning disability experience similar problems (Bates & Davis, 2004; Bigby & 
Wiesel, 2011). This is partly due to impaired social functioning (Stain et al., 2012), but is also 
a result of discrimination often caused by stigma (Evans-Lacko, Henderson, & Thornicroft, 
2013; Schomerus et al., 2012). Stigma works to sustain exclusion through the conception of 
others and through internalised self-stigma of the ‘uselessness’ of people with mental health 
problems (Thornicroft, 2006). Experiences of discrimination are associated with reduced 
access to social capital for people with severe and enduring mental health problems (Webber 
et al., 2014) and reduced levels of trust and social support among people with severe 
depression (Zoppei et al., 2014). However, there is also evidence of social networks shrinking 
prior to the onset of psychosis (Gayer-Anderson & Morgan, 2013). 
Loneliness and social isolation increase the likelihood of mortality (Holt-Lunstad, 
Smith, Baker, Harris, & Stephenson, 2015), but supporting people to strengthen their 
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networks and connections with their local community is often afforded a low priority by 
many practitioners (McConkey & Collins, 2010). A key role of mental health social workers 
in the United Kingdom is to work co-productively and innovatively with local communities 
to support active citizenship and social inclusion of people with mental health problems 
(Allen, 2014). Additionally, developing social networks that promote health and well-being 
has been endorsed as a key priority for mental health social workers in England (Department 
of Health, 2016), as in many other countries which have enacted legislation promoting more 
socially inclusive policy and practice (e.g. Carter, Satcher, & Coelho, 2013; Coombs, 
Nicholas, & Pirkis, 2013; Fiorillo et al., 2013). However, in spite of the importance of social 
interventions, they are often neglected in social work research (Jenson, 2014). 
There is some evidence that community engagement interventions produce subjective 
gains in physical and psychological health, self-confidence and social relationships, but can 
cause stress and drain an individual’s energy levels (Attree et al., 2011). Initiatives such as 
voluntary work (Murray, Easter, & Bellringer, 2007) and time banks (Collom, 2008), where a 
person undertakes tasks for another in exchange for someone else’s time, promote social 
interaction in non-stigmatised locations and help marginalised people to enhance their access 
to social capital. Additionally, participation in community leisure activities helps people to 
improve their social connections, health and positive emotions (Iwasaki, Coyle, & Shank, 
2010); develop social skills and accomplish their goals (Lloyd, King, & McCarthy, 2007) and 
may facilitate the development of planning and coping skills (Snethen, McCormick, & Van 
Puymbroeck, 2012). However, the evidence base for community engagement interventions 
that promote well-being is slim (Anderson, Laxhman, & Priebe, 2015; Webber & Fendt-
Newlin, 2017). For example, the authors’ reviews of interventions to enhance the social 
networks and social participation of adults with mental health problems (Newlin, Morris, 
Howarth, & Webber, 2015) and learning disabilities (Howarth, Morris, Newlin, & Webber, 
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2016) included 25 interventions overall. The overall quality of the evidence was poor and 
findings were equivocal. 
 The lack of evidence, practice models or frameworks to assist practitioners to support 
people to develop their networks, and hence their access to social capital, led the authors to 
develop an intervention informed by Medical Research Council guidelines (Medical Research 
Council, 2008). They used ethnographic methods to capture existing good practice and the 
full complexity of the processes involved in supporting people to enhance their social 
networks in order to develop an intervention model amenable to future experimental 
evaluation (Webber, 2014). They found that a person-centred approach building upon the 
person’s strengths and supporting them to engage in new activities within their communities 
appeared feasible and effective (Webber, Reidy, Ansari, Stevens, & Morris, 2015). The 
subsequent intervention model, named the Connecting People Intervention (CPI), was 
developed through focus groups and a Delphi consultation with an expert panel (Webber, 
Reidy, Ansari, Stevens, & Morris, 2016). It represented a complex co-productive process 
involving the practitioner and service user setting goals, discovering new opportunities for 
social engagement and support to develop new social relationships.  
 This study aimed to pilot the CPI in a diverse range of health and social care settings 
to evaluate outcomes for service users. Additionally, it aimed to pilot the CPI in different 
client groups (adults with mental health problems and adults with a learning disability) to 
evaluate its transferability across social care client groups. This study explored the following 
hypotheses: 
1) (a) There will be a statistically significant pretest to posttest mean change of the three 
main outcomes (access to social capital, social inclusion and mental well-being) for 
participants experiencing high fidelity CPI. 
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 (b) The change in pretest to posttest scores on the three main outcomes for 
participants experiencing high fidelity CPI will be significantly higher than those who 
experience low or moderate fidelity CPI. 
(c) The change in pretest to posttest scores on the three main outcomes will remain 
statistically significant after controlling for pretest scores and sample characteristics. 
2) The overall service cost of high fidelity CPI will be significantly lower than low or 
moderate fidelity CPI. 
3) The quality-adjusted life years of people experiencing high fidelity CPI will be 
significantly higher than those experiencing low fidelity CPI. 
 
Methods 
 
Study design 
This study used a prospective one group pretest-posttest pre-experimental design to 
pilot the CPI. Randomisation to an intervention or control group was not justified as there 
was no critical equipoise due to a lack of data on the efficacy of the CPI. A control group was 
considered but not used because it was possible that some aspects of the practice articulated 
in the CPI may be present in the control group without the intervention training being 
provided. For example, some practitioners may already work alongside people to help them 
establish new social relationships. Instead, it was decided that the intervention training would 
be provided to all participating teams and outcomes would be evaluated according to fidelity 
to the CPI model. 
The Connecting People Intervention 
The CPI (Webber et al., 2016) is an enhancement to usual care as it provides guidance 
to health and social care practitioners on how to more effectively help service users to 
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develop their social networks. At its heart is a co-productive process of the practitioner and 
service user setting goals together and identifying opportunities for new social engagement. 
The focus of the work is on identifying potential new networks to engage the person with and 
supporting them to make new connections. The CPI requires an organisational commitment 
from teams to become more fully embedded within their local communities, and for team 
leaders to foreground the CPI model in team meetings and individual supervision. 
Practitioners are expected to use the model to inform their daily practice with all service 
users. The CPI model is not prescriptive about the steps the practitioner needs to take, but the 
practice guidance provides examples and advice to inform the process of engaging service 
users with their community (geographical, interest or personal).  
 As the CPI was initially developed out of practice with working-age adults with 
mental health problems (Webber et al., 2015), we held focus groups with adults with a 
learning disability and older adults with a mental health problem, and practitioners who 
worked with them, to explore the applicability of the CPI to them. These groups made no 
recommendations for changing the model as they found it equally applicable to them. 
However, they helped the research team to design information leaflets to explain to service 
users what the CPI model was. 
Training. Two-day training was provided to participating teams in the CPI in 
sessions led by a team of five trainers (two to three per session). Whole-team training was 
provided to 108 workers across all agencies which included social care workers, social 
workers, nurses, psychologists, occupational therapists, psychiatrists and team managers, 
according to the composition of participating teams. The training included an introduction to 
the model and an exercise in mapping their existing practice onto it. Gaps in knowledge and 
skills were identified and bespoke training was provided to teams according to their needs. 
This included case discussions, group problem-solving and studying the CPI practice 
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guidance manual, which was provided to practitioners in hardcopy to support their practice. 
Teams created action plans and personalised CPI models during the training sessions to 
discuss at future team meetings and to be used in subsequent staff inductions. The trainers 
provided on-going support and a follow-up training session to teams as required to support 
the implementation of the model in practice. 
Setting 
Using social media (Twitter and blog posts), and the United Kingdom Mental Health 
Research Network, we offered health and social care agencies working with adults with 
mental health problems or a learning disability in England the opportunity to participate in 
the study. A total of 25 agencies nominated themselves and self-completed a screening 
questionnaire which asked about their existing practice; their ability to readily adapt to the 
requirements of the intervention; their ability and readiness to support their workers in 
delivering it; and their ability to support the recruitment of participants to this study. From 
these, we recruited 16 social care agencies across England to participate and provided their 
teams with intervention training, of which 14 recruited participants for the study. Nine 
agencies were National Health Service community mental health teams, four were third 
sector agencies and one was a local authority day service for adults with a learning disability. 
Seven agencies worked only with people with mental health problems, four worked only with 
people with a learning disability and three worked with both service user groups. The 
inclusion of multiple agencies across the service user groups and diverse practice contexts 
aimed to make the study more naturalistic and potentially more generalizable. 
 
Participants 
Inclusion criteria. The criteria for inclusion in the study were new referrals to the 
agencies that met their eligibility criteria and accepted a service. The inclusion criteria were 
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deliberately broad to allow us to measure the outcomes of the CPI in a heterogeneous sample. 
People who lacked the capacity to give informed consent to participate were excluded, 
though people with mild to moderate learning disabilities who were able to give informed 
consent to participate were included.  
Recruitment and sample size. Potential participants were provided with information 
about the study by practitioners or Clinical Studies Officers during or soon after their initial 
assessments and were asked to contact a researcher if they were interested in participating. 
Allowing for 25% loss-to follow-up, we aimed to recruit a minimum of 40 participants in 
each of the three study groups (adults with mental health problems <65 years old; adults with 
mental health problems >65 years old; and adults with a learning disability), to provide 
sufficient pilot data for each user group (Lancaster, Dodd, & Williamson, 2004).  
Participant socio-demographics. 155 participants were recruited for the study, 130 
(83.9%) of whom had a mental health problem and 25 (16.1%) a learning disability. We only 
recruited 9 (5.8%) people with a mental health problem aged over 65 years old so these were 
grouped with the other adults with a mental health problem for analysis. 107 (69.0%) were 
recruited from a statutory agency and 48 (31.0%) from a third sector agency. 
 The socio-demographic characteristics of the sample were typical of users of 
specialist mental health and learning disability services in England. Most were male (n=85, 
55.2%) and participants ranged in age from 16 to 87 (m=41.7, s.d.=18.0). Most were of white 
British ethnicity (n=125, 80.6%); others were Asian (n=15, 9.7%); Black (n=5, 3.1%); or of 
other ethnic origin (n=10, 6.2%). Only 14 (9.0%) were employed or self-employed, with 
most describing themselves as being unemployed or long-term sick (n=88, 56.8%). Others 
described themselves as retired (n=22, 14.2%), students (n=16, 10.3%), or looking after their 
family (n=7, 4.5%). Only 16 (n=10.3%) had an annual income of more than £13,500 (half the 
median income in the United Kingdom) and 74 (47.7%) had no car in their household (a key 
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indicator of poverty), but only 12 (7.7%) lived in the 10% of communities with the highest 
levels of multiple deprivation in England. 
Attrition. At nine months, 117 (75.5%) participants were followed up. Reasons for 
drop-out from the study were being too unwell or lacking capacity to participate (n=8); 
choosing not to participate any longer without giving any reason (n=7); moving house (n=4); 
dying (n=1); and a further 18 were not contactable at follow-up. 
 Attrition was lower in the statutory agencies with 80.4% (n=86) followed-up in 
contrast to 64.6% (n=21) in the third sector agencies (χ2=4.47, df=1, p=.04), possibly because 
fewer remained in contact with the third sector agencies over this period. Follow-up was 
higher amongst women than men (84.3% vs 68.2%, χ2=5.34, df=1, p=.02) and older 
participants (mean age=43.6 years vs 35.9 years (t=2.38, df=1, p=.02)). There was no 
difference in rates of attrition according to ethnicity, service user group, employment status, 
multiple deprivation, car ownership or income. 
Measures 
The primary outcome was access to social capital which was measured using the 
Resource Generator-UK (RG-UK, Webber & Huxley, 2007). In the tradition of social 
network measures such as the Name Generator (McCallister & Fischer, 1978) and Position 
Generator (Lin & Dumin, 1986), this instrument measures participants’ access to social 
resources within their own social network. The RG-UK was derived from a version 
developed in The Netherlands (van der Gaag & Snijders, 2005) and its items have been made 
culturally relevant and validated for use in the United Kingdom general population. It has 
good reliability and validity (Webber & Huxley, 2007), shows responsiveness to change 
(Webber et al., 2011), and has been used in diverse samples of people with mental health 
problems in the UK (e.g. Dutt & Webber, 2010; Webber et al., 2014) and internationally (e.g. 
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Kobayashi, Kawachi, Iwase, Suzuki, & Takao, 2013; Sun et al., 2017) producing valid 
results. 
 The secondary outcomes were social inclusion and mental well-being. Social 
inclusion was measured using the Social and Community Opportunities Profile (SCOPE, 
Huxley et al., 2012), which captures both subjective and objective dimensions of social 
inclusion, including items for comparison with population norms. SCOPE measures 
perceived opportunities available for social inclusion, satisfaction with current opportunities 
and perceived social inclusion. SCOPE has been validated for use with people with mental 
health problems or high care needs with good reliability and validity (Huxley et al., 2012). 
Mental well-being was measured using the Warwick-Edinburgh Mental Well-Being scale 
(WEMWBS, Tennant et al., 2007). WEMWBS is used as a national indicator of mental well-
being in England (Department of Health, 2013), it  produces valid and reliable results in 
diverse populations (Stewart-Brown et al., 2011) and is responsive to change in samples of 
people with mental health problems (Maheswaran, Weich, Powell, & Stewart-Brown, 2012). 
 Potential confounding variables were measured at posttest. Attachment style impacts 
on the ability of people with mental health problems to develop relationships (Webber et al., 
2011). This was measured using the Relationship Questionnaire (RQ, Bartholomew & 
Horowitz, 1991), a brief, valid and reliable self-report tool which has been used in diverse 
populations (e.g. Allen & Baucom, 2004; Ciechanowski, Walker, Katon, & Russo, 2002; 
Dieperink, Leskela, Thuras, & Engdahl, 2001). Similarly, life events during follow-up could 
impact participants’ ability to develop new social relationships. This was measured using the 
Life Events Questionnaire (LEQ, Norbeck, 1984) which collected data on both positive and 
negative events, and gave respondents the opportunity to provide a contextual threat rating 
for each. This has also been used reliably in diverse populations (e.g. Drake, Bull, & Boon, 
2008; Norbeck & Anderson, 1989). 
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 Costs were calculated by collecting service use data at pretest and posttest using the 
Client Service Receipt Inventory (CSRI) (Beecham & Knapp, 2001) and combining this 
information with appropriate unit cost information (Curtis  & Burns, 2015). Quality adjusted 
life years (QALYs) were estimated through use of the EQ-5D (The EuroQol Group, 1990). 
 Socio-demographic data were collected at pretest. Process data were collected via 
qualitative semi-structured interviews at posttest and will be reported elsewhere. 
Data collection. Data were collected by researchers, who were independent of the 
clinical teams, in face to face interviews with participants. Pretest measures were taken after 
the participant was accepted by the team to receive a service but before they were exposed to 
the CPI. Posttest measures were taken nine months later using the same method after they had 
been exposed to practitioners trained in the CPI. Brief, valid and reliable measures were 
chosen to minimise respondent burden and maximise the precision of the study.  
Intervention fidelity. An a priori decision was made to analyse data according to 
intervention fidelity. We hypothesised that outcomes would be significantly improved in 
teams where the intervention was implemented with high fidelity. In the absence of a control 
group, this was selected as the most reliable method of deducing the effect of the intervention 
on outcomes in this pilot study. 
Fidelity to the CPI was measured through a triangulated consensus rating process by 
the research team which was informed by service user ratings on the CPI fidelity scale 
(CPIFS-SU); parallel worker ratings on the same scale (CPIFS-W); and researcher 
observations of the implementation of the CPI. Parallel versions of the 19-item CPIFS were 
administered to service users and workers at posttest; the internal consistency of both was 
high (Cronbach’s Alpha=0.92 for both scales). The CPIFS asked for practice examples in five 
domains: community engagement; asset-based assessments; co-produced care planning; goal-
oriented partnership working; and relationship building. Informed by the on-going process 
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evaluation, fidelity ratings were made by the research team at a consensus meeting on 
completion of data collection for each team participating in the study. Ratings were made on 
a scale of 1-9 for each of the five practice domains where 1-3=low, 4-6=medium and 7-
9=high fidelity to the CPI model. Scores were summed to produce an overall fidelity score 
per team. Teams scoring 5-15 were categorised as low (n=3); 16-30 as moderate (n=7); or 31-
45 as high (n=4) fidelity to the CPI model. 
To create two groups for analysis we combined participants who experienced low or 
moderate fidelity CPI into one group (n=87). These were compared with those who 
experienced high fidelity CPI (n=30). 
Analysis 
To compare the characteristics of the low/moderate and high fidelity groups we used 
chi-square statistics for the categorical variables; t-tests for normally-distributed continuous 
variables; and Mann-Whitney U tests for skewed variables. Paired t-tests were used to 
evaluate prettest to posttest changes in the primary and secondary outcomes, with alpha 
adjusted using the Bonferroni correction. Effect sizes were calculated using Cohen’s d. 
Repeated measures multivariate analysis of covariance (MANCOVA) was used to control for 
the potential confounding effect of participant characteristics on CPI fidelity group. Effect 
sizes were calculated using partial η2. Other methods could have been chosen to evaluate 
change over time, such as a linear regression of the outcome measures at two time points. 
However, paired t-tests were used to evaluate change in each outcome measure one at a time. 
Then, MANCOVA was used to adjust for multiple testing caused by using multiple outcome 
measures whilst controlling for potential confounding variables; and it was able to evaluate 
the effect of CPI fidelity group over the two time points. 
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This study was reviewed and approved by the Social Care Research Ethics Committee 
(ref. 11/IEC08/0042). 
Results 
High and low/moderate fidelity groups 
Participants were recruited to the study from September 2012 to May 2013 and 9-
month follow-up interviews were conducted from June 2013 to February 2014. 
 Figure 1 about here 
There were no statistically significant differences between participants experiencing 
high fidelity CPI (n=30) and those experiencing low or moderate fidelity CPI (n=87) 
according to service user group (mental health or learning disability), sex, ethnic group, age, 
employment status, multiple deprivation of local area, presence of a vehicle in the household, 
income levels or attachment style (table 1). 86.0% (n=74) of the low/moderate fidelity CPI 
group were taking psychiatric medication in contrast to 63.3% (n=19) of the high fidelity CPI 
group (χ2=7.22, df=1, p=.01), so this was controlled for in subsequent analysis. Additionally, 
this sub-group analysis found that those experiencing high fidelity CPI experienced a mean 
surfeit of 6.6 positive over negative life events during the follow-up period in comparison 
with 1.9 in the low fidelity group (t=2.19, df=114, p=.03). Further analysis of the role of life 
events on the causal pathway to improved outcomes is required. 
Table 1 about here 
Hypothesis 1 
In testing hypothesis 1(a), paired t-tests found moderate effect sizes for pretest to 
postttest changes on the total RG-UK scale (d=0.51) and two of its sub-scales (personal skills 
(d=0.39) and problem solving skills (d=0.69); on SCOPE perceived social inclusion (d=0.52); 
and on WEMWBS (d=0.53) (table 2). Change in SCOPE perceived opportunities and 
CONNECTING PEOPLE INTERVENTION  16 
 
satisfaction with opportunities scales were not statistically significant. Therefore, hypothesis 
1(a) was largely upheld. 
Table 2 about here 
 There was no pretest to posttest change on the RG-UK scale or its sub-scales, or 
SCOPE perceived social inclusion, for participants experiencing low or moderate fidelity CPI 
(table 2). However, there was a small change on the SCOPE perceived opportunities and 
satisfaction with opportunities scales (effect sizes of d=0.25 & 0.36 respectively) and a 
change with a moderate effect size (d=0.66) on WEMWBS. Therefore, hypothesis 1(b) was 
partially upheld. 
Table 3 about here 
Repeated measures multivariate analysis of covariance (MANCOVA) was used to 
control for the potential confounding effect of demographic characteristics (age, gender and 
ethnicity) and participants use of psychiatric medication (as it was associated with CPI 
fidelity group). There were significant CPI group by time effects found for the RG-UK 
(F(1,98)=4.81, p=.03, partial η2=.05) and the SCOPE perceived social inclusion measure 
(F(1,93)=7.06, p=.01, partial η2=.07) with moderate effect sizes (table 3). There were no 
other significant interaction effects in these two repeated measures MANCOVAs. There were 
no significant CPI group by time effects found for the other SCOPE measures or WEMWBS 
(table 3). Figure 2 shows the adjusted effect of CPI fidelity on the outcome measures and 
illustrates that hypothesis 1(c) was upheld for the primary outcome and partially for the 
secondary outcomes. 
Figure 2 about here 
Hypothesis 2 
The overall mean cost of services people used in the high fidelity CPI group reduced 
from £2,775 at pre-test to £1,807 at post-test. Mean costs in the low/moderate fidelity CPI 
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group were higher, but similarly reduced over time from £8,203 at pre-test to £4,092 at post-
test. The difference at post-test was statistically significant (£1,331 (95%CI=£69 to £2593)) 
which upholds hypothesis 2. 
 
Hypothesis 3 
The quality-adjusted life years (QALYs) of people experiencing high fidelity CPI 
increased from .68 at pre-test to .73 at post-test and were higher than those experiencing 
low/moderate fidelity CPI, which similarly increased (from .51 to .61). However, the 
difference in change in QALY between the groups was not statistically significant (.02 
(95%CI=-.03 to .06)). Hypothesis 3 was not upheld. 
 
Discussion and Applications to Social Work 
This is the first intervention study to evaluate the effect of health and social care 
practice on access to social capital for people with mental health problems or a learning 
disability. It found that high fidelity CPI was associated with higher access to social capital 
over time. As the RG-UK measures the resourcefulness of networks rather than the quantity 
of social connections (though these are correlated (van der Gaag & Snijders, 2005)), this 
finding does not confirm that the CPI helps people to enlarge their social networks. Instead, it 
found that the CPI was associated with participants’ enhanced ability to obtain resources 
from their networks, which does not preclude an enlarging effect. Identifying local 
community resources supports the linking of individuals to a broader array of activities and 
services which has been suggested as a critical component to both peer-led group 
interventions (Gammonley & Luken, 2001) and individually-delivered case management 
(Barbato et al., 2007; Rivera, Sullivan, & Valenti, 2007).  There was no difference between 
participants with a mental health problem and those with a learning disability, suggesting that 
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both social care groups have the ability and opportunity to enhance their access to social 
capital, which helps people to get on and get ahead with their lives (Lin, 2001). 
 The other main finding was an increase in perceived social inclusion in those 
experiencing high fidelity CPI. This was not accompanied by other changes on the SCOPE 
measures of perceived opportunities and satisfaction with opportunities. High fidelity CPI 
requires practitioners to engage with the community of the service user to enhance their 
participation with it and our findings suggest that participants subjectively felt more included 
as a result, although there was no change in the perceived opportunities available to them. A 
review of 36 mental health studies found that social inclusion, a widely used term within 
political and policy discourses, is not a simplistic concept (Wright & Stickley, 2013). To 
minimize further stigmatization of people with mental health problems by labelling them 
‘excluded’, findings suggest clinicians should focus their efforts on promoting individuals’ 
rights, supporting them into meaningful employment and working in ways that reduce 
resource inequalities. Further research is required to explore the efficacy of complex social 
interventions such as the CPI in enhancing individuals’ social inclusion. 
 The finding that mental well-being improved for the whole group might be attributed 
to the efficacy of the participating agencies as a whole. It is possible that the CPI is primarily 
associated with improvements in the social domain of an individual’s life. However, it was 
anticipated that improved social connectedness and inclusion would have a positive impact 
on mental well-being, but this may take longer than the nine-month study period to become 
evident. This is consistent with findings from a community-based rehabilitation program in 
Italy which found that most change in social functioning, perceived inclusion and mental 
wellbeing occurred within first six months followed by a plateau in next six months and then 
a smaller improvement in final six months (Barbato et al., 2007). Future evaluations of the 
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CPI would benefit from 12-18 month follow-up to test the changes to mental wellbeing over 
time.  
 Third sector agencies achieved higher fidelity to the CPI than the National Health 
Service or local authority sites. Of the 30 people in the high-fidelity group, 28 of them were 
recruited from the third sector agencies. This suggests that the CPI is easier to implement in 
these agencies and more readily fits with their existing practice. This is not unexpected as 
third sector agencies played an important role in the development of the CPI model (Webber 
et al., 2015) and the National Health Service teams are dominated by a medical model which 
does not appear readily adaptable to complex social interventions, in spite of policy guidance 
aimed at orienting services towards recovery (Department of Health, 2012). Similarly, the 
lower service costs of the high-fidelity group could be attributed to participants largely 
receiving services in the third sector rather than the National Health Service or local 
authority. Additionally, the excess use of psychiatric medication in the low/moderate fidelity 
group is possibly an indication of higher levels of need in this group. The different 
composition of the high and low/moderate fidelity groups is a limitation of this study and 
needs to be resolved in future experimental studies. 
This study has some important limitations which need to be considered when 
interpreting its findings. The CPI was piloted in a heterogenous sample to test whether it 
works in groups of people with different social care needs. However, our sample of adults 
with a learning disability was below our minimum threshold of 30. We cannot rule out the 
possibility of type 1 errors in comparisons between social care groups and adequately 
powered further research is required within each group to obtain a more reliable estimate of 
the effectiveness of the CPI. Additionally, while the predominantly white British sample 
broadly reflected the population in England as a whole, it is not possible to generalise this 
study’s findings to all ethnic groups. Further research is required in black and ethnic minority 
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populations to explore the cultural sensitivity of the CPI. It also needs to be considered that 
the CPI may require adaptation to different social, cultural and mental health service contexts 
before generalizing the findings beyond the United Kingdom.  
 The absence of random allocation or a control group left us with within-group 
comparisons according to CPI fidelity to evaluate its likely effectiveness. As this has 
composition effects (an excess of participants from the third sector in the high-fidelity group), 
our findings need to be treated with some caution. 
 We did not use diagnostic criteria or a rigorous screening process in the recruitment of 
participants to this pilot study, which was largely conducted by practitioners. Eligibility 
criteria of agencies participating in the study varied, so the sample was heterogeneous. While 
this permitted a naturalistic evaluation of the CPI, it limits our ability to generalise our 
findings to any particular diagnostic group. 
 A follow-up period from pretest to posttest of twelve months was originally planned, 
but this had to be shortened to nine months due to delays in participant recruitment. A longer 
follow-up period is required in future experimental evaluations of the CPI as social 
connections can take a long time to develop and become resourceful for an individual. 
 The CPI model articulates processes which are evident in good social work practice 
(Webber et al., 2016). Practitioners who were trained in the CPI were from diverse 
professional groups, although the majority were social workers or social care workers. These 
practitioners reported that the CPI model largely mapped onto their existing practice, though 
mental health social workers in the National Health Service sites expressed concern that they 
were unable to implement the model fully because their roles did not permit it. Crisis work 
and statutory responsibilities as Approved Mental Health Professionals largely meant that 
these social workers were unable to spend the required time developing contacts within 
individuals’ communities to enhance their social connections. Although building community 
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connections is defined as a key role of mental health social workers (Allen, 2014), it is 
apparent that their current responsibilities make this a difficult role to perform. The findings 
of this study suggest that if social work practice can become more oriented towards service 
users’ communities it can improve their social outcomes. However, further experimental 
evaluation of the CPI is required to confirm this, particularly in statutory agencies such as the 
National Health Service in England. 
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Tables and figures 
Table 1. Characteristics of the sample at post-test by CPI fidelity group 
 High fidelity CPI 
(n=30) 
Low/moderate 
fidelity CPI (n=87) 
Total (n=117)  
% (n) % (n) % (n)  
Service user group        
  Mental health 83.3 25 82.8 72 82.9 97 χ2=.01, df=1, p=.94 
  Learning disability 16.7 5 17.2 15 17.1 20  
Sex (% female) 63.3 19 46.0 40 50.4 59 χ2=2.69, df=1, p=.10 
Ethnic group (% not white British) 23.3 7 14.9 13 17.1 20 χ2=1.11, df=1, p=.29 
Age M=43.1, SD=14.8 M=43.8, SD=19.2 M=43.6, SD=18.1 t=.17, df=115, p=.87 
Taking psychiatric medication 63.3 19 86.0 74 80.2 93 χ2=7.22, df=1, p=.01 
Employed 0 0 12.6 11 9.4 11 Fisher’s Exact p=.06 
Multiple deprivation score1 Median=8,020 Median=11,073 Median=10,303 Mann Whitney U=967, p=.12 
Vehicle in household 37.9 11 51.7 45 48.3 56 χ2=1.66, df=1, p=.20 
Income above £13,500 pa 3.7 1 13.0 10 10.6 11 χ2=1.82, df=1, p=.18 
Secure attachment style 23.3 7 35.3 30 32.2 37 χ2=1.45, df=1, p=.23 
Life events2 M=6.60, SD=8.9 M=1.9, SD=10.6 M=3.1, SD=10.3 t=2.19, df=114, p=.03 
1Postcode rank on Index of Social Deprivation (lower rank=higher deprivation) 
2Balance of positive and negative life events (higher score=more positive life events) 
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Table 2. Pretest-posttest changes on outcome measures for participants by CPI fidelity 
 Pretest Posttest  
M SD 95% Confidence 
Interval 
M SD 95% Confidence 
Interval 
Effect size 
(Cohen’s d) 
High fidelity (n=30)        
Access to social capital (RG-UK)        
  Total scale 10.13 5.41 [8.11,12.15] 13.20 5.46 [11.16, 15.24] 0.51** 
  Domestic resources 3.10 1.83 [2.42, 3.78] 3.67 1.83 [2.96, 4.37] 0.34 
  Expert advice 2.90 1.97 [2.16, 3.64] 3.77 2.37 [2.88, 4.65] 0.33 
  Personal skills 1.83 1.66 [1.21, 2.45] 2.60 1.57 [2.01, 3.19] 0.39* 
  Problem solving skills 2.30 1.26 [1.83, 2.77] 3.17 1.15 [2.74, 3.60] 0.69*** 
Social inclusion (SCOPE)        
  Perceived opportunities 2.92 0.84 [2.56, 3.27] 2.95 0.60 [2.59, 3.31] 0.06 
  Satisfaction with opportunities 4.48 0.84 [4.11, 4.85] 5.09 0.82 [4.57, 5.61] 0.55 
  Perceived social inclusion 4.13 1.63 [3.52, 4.74] 5.00 1.73 [4.34, 5.66] 0.52** 
Mental well-being (WEMWBS) 37.43 9.29 [33.97, 40.89] 44.33 15.07 [38.71, 49.96] 0.53** 
Low/moderate fidelity (n=86)        
Access to social capital (RG-UK)        
  Total scale 12.27 6.45 [10.89, 13.65] 12.13 6.54 [10.73, 13.53] 0.01 
  Domestic resources 3.70 2.17 [3.23, 4.16] 3.59 2.10 [3.14, 4.04] 0.02 
  Expert advice 3.40 2.59 [2.84, 3.95] 3.29 2.65 [2.72, 3.86] 0.03 
  Personal skills 2.53 1.64 [2.18, 2.89] 2.55 1.73 [2.18, 2.92] 0.03 
  Problem solving skills 2.64 1.26 [2.37, 2.91] 2.70 1.23 [2.43, 2.96] 0.08 
Social inclusion (SCOPE)        
  Perceived opportunities 2.50 0.87 [2.30, 2.71] 2.70 0.81 [2.50, 2.89] 0.25* 
  Satisfaction with opportunities 4.29 1.03 [4.05, 4.54] 4.48 0.86 [4.26, 4.71] 0.36* 
  Perceived social inclusion 3.87 1.85 [3.48, 4.27] 4.06 1.80 [3.67, 4.46] 0.11 
Mental well-being (WEMWBS) 34.94 12.06 [32.37, 37.51] 40.73 12.33 [38.07, 43.39] 0.66*** 
*p<0.05, **p<0.01, ***p<0.001 
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Table 3. Interaction effects for CPI fidelity groups as identified by repeated measures MANCOVAs1 
 
Measure Variables2 df Mean Square F p Partial η2 
RG-UK total scale Time 1 77.65 6.21 0.01 0.06 
 Time x CPI group 1 60.16 4.81 0.03 0.05 
SCOPE perceived opportunities Time 1 0.26 1.00 0.32 0.02 
 Time x CPI group 1 0.15 0.57 0.46 0.01 
SCOPE satisfaction with opportunities Time 1 0.70 2.38 0.13 0.05 
 Time x CPI group 1 0.40 1.34 0.25 0.03 
SCOPE perceived social inclusion Time 1 0.01 0.01 0.93 0.00 
 Time x CPI group 1 12.01 7.06 0.01 0.07 
WEMWBS Time 1 435.41 8.43 0.01 0.08 
 Time x CPI group 1 123.90 2.40 0.13 0.02 
1 Covariates entered into the model = age, gender, ethnicity, taking psychiatric medication 
2 Interaction effects of covariates were not statistically significant and are omitted for brevity 
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Figure 1. Participant Flow Chart 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Agencies screened (n=25) 
Agencies trained 
(n=16) 
Agencies recruiting 
participants (n=14) 
Workers trained 
(n=108) 
Participating workers 
(n=87) 
Service users recruited 
at baseline (n=155) 
Living with mental 
health problems 
(n=130) 
Living with a learning 
disability (n=25) 
Participant attrition 
(n=38) 
Followed-up at nine 
months (n=117) 
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Figure 2. Estimated marginal means of outcome measures adjusted for age, gender, ethnicity and psychiatric medication use 
 
 
 
 
 
 
 
 
 
 
 
 
 
